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One in four children, aged 11-17 years, in the United Kingdom have been physically abused (Radford, et al., 2011), however these cases are dealt with by the authorities, without the knowledge of the public, untill one dire case, normally resulting in the death of a child, will be brought to the attention of the media. Currently when children are injured and brought into the hospital, the assessment of their injuries and determination of whether the injuries are accidental or not, depends largely on clinician’s experience, which are subjective. Furthermore, there are no set specific guidelines for the clinicians to follow. 
There are several factors which need to be taken into consideration when analysing bone fractures: the trauma itself, and the bone’s response to the trauma. Levine’s 2002 study (Levine, 2002) regarding injuries to the extremities explored these factors. It concluded that by understanding the biomechanics of extremity injuries, it can help in determining the trauma that caused a particular injury, whereas understanding how the bones respond to loads that cause failure (fractures), can help us to understand the forces that cause the actual damage (Levine, 2002). Both of these factors need to be considered when investigating paediatric bone fractures. The modelling of bones will provide a tool to analyse the bone’s response to load, whereas collecting data regarding how the injuries occurred, will help provide input for the biomechanical model. Investigation in both concepts is needed to get a full picture of the injury. 
Bone fractures in the United Kingdom account for approximately 10% - 25% of accidents in children, according to studies carried out in 2004 and 2007 (Cooper, et al., 2004; Rennie, et al., 2007). A study including approximately 6% of the population, showed that fractures are more prevalent in boys (161.6/10,000 person-years) than girls (102.9/10,000 person-years) (Cooper, et al., 2004). In a study of 382 children aged 2-14 years, it was found that 41.6% of fractures occurred at home (Valerio, et al., 2010), and 25% of injuries in children aged 12 months or younger are inflicted (Baker, et al., 2015). 
There are many activities and mechanisms that can cause a fracture: falls, collision with an object and sports. A study carried out in Sweden in 2010 (Hedstrom, et al., 2010) regarding the mechanisms of injury showed that there are 6 main groups of mechanisms. In order of prevalence from high to low they are: fall on the same plane; collision with/struck by physical object or another person or animal; fall between planes; traffic; downhill fall; crushed or cut or stuck. Any mechanisms not covered by one of these groups was classified as other. 
This particular study does not clarify whether the 3% classed as other are unexplained or not. However a study carried out of children presenting to the two paediatric units in Edinburgh in 2000, showed two interesting tables (Tables 1 and 2), below are the adapted versions (Rennie, et al., 2007):
Table 1: The mechanism of injury in conjunction with the prevalence (Rennie, et al., 2007).
Mechanism of injury	Prevalence (%)
Fall below bed height	37.4
Blunt trauma	18.8




Falls down stairs or slopes	2.4




Table 2: The basic epidemiology for each type of blunt trauma in conjunction with the prevalence (Rennie, et al., 2007). 






This study breaks down the most prevalent mechanisms of injury into 8 categories. These categories are different to that of the Swedish study; however in similarity, as can be seen in table 1, 0.5% (Rennie, et al., 2007) had an unknown cause. This study, in comparison with the study from Sweden, does not state whether the 0.5% classed as other are unexplained. However, the advantage of this earlier study in Edinburgh, is that the 18.8% of injuries categorised as blunt trauma in table 1, are broken down further into sub categories, as shown in table 2. This information is of interest to us, as can be seen in table 2, 0.5% of the blunt trauma’s recorded are as a result of an assault (Rennie, et al., 2007); with relevance to this study, a potential marker of child abuse. However there is no evidence to suggest that the other types of blunt trauma are accidental or non accidental and if the other other 51.5% not accounted for, are due to some other mechniams or just unknown. This could provide important information with regards to the type of forces which could result in injury. A clinical report from the American Academy of Paediatrics suggests that out of the 8-12% of fractures that account for paediatric injury, 12-20% of these were caused by physical abuse in infants and toddlers (Flaherty, et al., 2014). A similar study was carried out in the Sydney’s Children’s hospital focusing on long bone fractures in 2004; 31 of these children (Taitz, et al., 2004) were found to have suspicions of being subjected to child abuse. 
Diagnosing child abuse is, and always has been, a hard task for physicians to broach; as a misdiagnoses either way can have dire consequences. If a case of non-accidental injury is diagnosed as child abuse, it can be emotionally devastating to the family (Kocher & Ditchel, 2011) as the child would be unnecessarily removed from the home by Child Protective Services. Whereas if a case of child abuse is not diagnosed, it is six times (Hindley, et al., 2006) more likely that the child will be subjected to additional abuse. A study in America carried out in 2009, showed that up to 20% (Ravichandiran, et al., 2010) of cases of child abuse, under the age of three years, are at first diagnosed as non-accidental injury or noted as other causes. A more recent study carried out in Australia in 2011, suggests that if undetected the re-injury rate is as high as 50% (Pandya, et al., 2011) with a mortality rate of 10% (Pandya, et al., 2011). A systematic review of available research based in the United Kingdom was carried out in 2004, which backs up the Australian findings of a reoccurrence rate of abuse of up to 50% (Hindley, et al., 2006). 
In the United Kingdom, general guidelines for the physicians to follow in suspected cases of child abuse do exist; the clinical presentation and radiographic survey are used to make a medical-surgical evaluation, regarding the information presented (Fassier, et al., 2013), however there is no current objective method of correlating the history given by the carer(s) with the identified injury(ies). Fractures in infants and young children are categorised as either accident or non-accidental, i.e. abusive. Currently when a child is injured and brought into the hospital, assessment of these injuries and hence, determining which are accidental and which are not, depends largely on clinician’s experience, which can be subjective as there are limited set guidelines to follow; whether the narrative given could link to the resulting fracture is mainly down to the individual’s perception. 




4.	Consider, suspect or exclude maltreatment
5.	Record
The narration of the sequence of events leading to the injury, the listening and observing stage, is the first chance the clinician gets to interact with the family in question, and thus plays a substantial role in the diagnosis for or against child abuse. Younger children, age 18 months and below, are therefore more prevalent to abuse as they can’t narrate the incident themselves, due to their mental development level and the carer may be withholding the truth; approximately 80% (Flaherty, et al., 2014) of all resulting child abuse fractures occur in children younger than 18 months. The review also stated that approximately one quarter of fractures in children under the age of 1 are caused by child abuse. 
The child could also have been brought in by a carer other than the one who inflicted the injury and thus the narration of events may not be fully clear even if the injury was accidental.  Abusers are also good at hiding the abuse and presenting the injury with another mechanism which at first glance is compatible with the clinical signs. In a study carried out to review the abdominal injuries of 156 children (Ledbetter, et al., 1988), 11% had been abused. Of this number 35 % had no signs of prior abuse and only 65% of those whose had been abused showed physical signs. Age of the child is also an important factor; a 2004 (Brown & Fisher, 2004) study found that those under the age of one were more likely to have a femur fracture that was non-accidental rather than accidental, due to the nature of them being unable to take part in high energy activities as they are only capable of small, low energy movements, unlike running and high energy activities of older children, and hence the movements involved in causing that particular fracture are not possible.  
Table 3 shows the number of femur fractures in children in the United States of America, from which it was concluded that femur fractures are just as prevalent in those under the age of one as children of other ages, although there are only a few plausible explanations for children of this young age, the main and most obvious explanation, as concluded by the study, being non-accidental injury (Brown & Fisher, 2004). 
Table 3: US Population Estimation for Femur Fractures in Children, by Year of Age (Brown & Fisher, 2004). 
No. of Femur Fractures	Femur Fractures per 100 000 (95% Confidence interval)
Age.y	Male	Female	Total	Male	Female	Total
<1	849	763	1612	44 (39,49)	41 (37,46)	43 (39,46)
1	759	485	1244	40 (35,44)	26 (22,30)	33 (30,36)
2	1126	449	1575	58 (53,63)	24 (21, 28)	42 (38,45)
3	889	349	1238	45 (40,50)	19 (15, 22)	32 (29,35)
4	680	307	987	34 (29,38)	16 (13, 19)	25 (23,27)
5	622	342	964	30 (26, 34)	17 (14, 20)	24 (22,26)

When “seeking an explanation”, the clinician takes into account the medical history of the child in question along with the developmental stage of the chid, in conjunction with the narrative of the story from both the career and child if applicable. If an alerting feature is flagged, if the stories don’t corroborate or other injuries are also discovered, during the fourth stage, the possibilities of other causes are also considered.
There are other factors which could affect a child’s prevalence to injury and hence non-accidental injury hasn’t been stated as the only plausible explanation for a femur injury for those under the age of one, in table 3 above. Syndromes, metabolic disorders and systemic disease (Flaherty, et al., 2014) are also factors that could increase a child’s prevalence to a fracture without any abuse occurring. 
For instance Osteogenesis imperfecta (Taitz, 1987), more commonly known as brittle bone disease. Diagnosis of such diseases are complex, however there is usually some family history of fractures, often in the long bone shafts, so namely the femur, radius, ulna and tibia (Flaherty, et al., 2014). Other disorders and syndromes that could lead to more frequent injury include vitamin D deficiency, osteomyelitis, fractures secondary to demineralization from disease, scurvy, copper deficiency, Menkes disease, systemic disease and temporary and brittle bone disease (Flaherty, et al., 2014). It is also currently in debate as to whether premature birth (Wood, et al., 2013) and childhood obesity (Rana, et al., 2009) could also be factors which could affect bone fracture causality without any child abuse occurring.
Once these other factors are ruled out the problem is then proving/disproving the guardian’s narration of the series of events with regards to the resulting fracture. Biomechanical properties of bone dictate that a certain level of force, or load, applied in a specific mechanism, are necessary in order to result in a particular type of bone fracture. It is here that this project would play an important role. By creating finite element models, to simulate the mechanical response of paediatric long bones under different loading conditions, we can see how the bone will behave under certain loading conditions; i.e. given the guardian’s narrative, in terms of the force and loading conditions the bone is subjected to, is the resulting fracture of the bone, apparent in the same way/place as the model predicts when the same loading conditions are applied. This information would give us quantitative data regarding how paediatric bones behave under specific loading conditions. This information will help clinicians in the diagnostic process. If the model fracture and the actual fracture don’t align, it would give the physicians reason to be seriously concerned regarding the child and hence pursue the matter further with child protective services; the models could also be potentially used by clinicians as solid evidence for/against abuse in court, as they would have quantitative information.
There are various types of forces which could result in a trauma such as a bone break. This has already been touched upon, in the introduction, by discussion of previous studies into child abuse; however to summarise there are certain types of force mechanisms which can result in a fracture injury. These are, a compression fracture due to a crush injury, bending of the limb too far in either direction resulting in a flexion or extension injury and a rotational fracture; all of these can be the result of a direct force to the limb or due to indirect force such as a fall or push. By looking at these different types of mechanisms, it can help inform not only this project but future projects to apply more realistic boundary conditions to represent scenarios in vivo.
















2.1 Anatomy of paediatric bones.
Growth and development is continuous and hence it makes sense that the anatomy of paediatric bones is different to that of adults.  Anatomical growth is sporadic and non-uniform (Huelke, 1998); growth and development of the body occurs in predictable trends, which have been analysed over time.
With regards to this project, we are interested in juvenile bones, as the understanding of these is minimal compared to that of adults. We are interested in both the anatomical and mechanical difference between juvenile and adult bones, and hence, the development that occurs in the transition from birth to that of a young child, approximately under 5 years of age.  
The femur is made up of three prominent sections, the diaphysis or long shaft, metaphysis and epiphysis (Pierce, et al., 2004); the latter two being below and above the growth plate (Clarke, 2008). These sections have different biomechanical properties due to the difference in structural and material composition. Bones are made up of two basic bone tissue types; cortical bone and trabecular bone also known as compact or spongy/cancellous bone, respectively. Cortical, outer bone, is dense and surrounds the marrow space (Clarke, 2008) making up the diaphysis (Bartel, et al., 2006); whereas the less dense trabecular bone is found in the metaphyseal and epiphyseal regions (Bartel, et al., 2006) (see Figure 1).


Figure 1: The different sections of a femur, the diaphysis, metaphysis and epiphysis with regards to the growth plate are shown on the left. The internal structure of bone is highlighted on the right.  (Encyclopaedia Britannica, 2015) 
The microstructure arrangement and hence the mechanical properties differ between the two different bone categories. The main difference is the degree of porosity (Pierce, et al., 2004); cortical bone being denser is therefore less porous and vice versa for trabecular bone. Both cortical bone and trabecular bone are made up of osteons; the underlying hierarchical level of the structure is very similar, however there are differences in the composition. Cortical bone is made up of ortical osteons known as Haversian systems (Eriksen, et al., 1994). They are cylindrical, forming a branching network to distribute nutrients, made up of concentric rings of lamellae (Pierce, et al., 2004; Bartel, et al., 2006). Trabecular bone is made up of packet osteons, or trabeculae, consisting of a network of plates and rods (Clarke, 2008) interspersed in the bone marrow compartment. As cortical bone is less porous and has a lower bone remodelling rate than on the free surface of the trabeculae, a high rate of mineralization occurs, thus resulting in a greater degree of stiffness (Clarke, 2008; Huelke, 1998; Pierce, et al., 2004).  It is this degree of mineralization, along with the different osteon arrangements, that result in the different mechanical properties of the two bones types; hence different young’s modulus values (Rho, et al., 1993). This difference in material properties, hence the density of the bone, affects the material properties of the bone and thus the forces it can withhold before breakage occurs (Leichter, et al., 1982). 
Juvenile bones are not fully formed, i.e. the growth plates and main bone shaft are prominent. With regards to the material properties and bone structure, juvenile bones are in a constant state of change (Ross & Abel, 2011), resulting in large anatomical and morphological variations in the juvenile skeleton across different age ranges.  These differences are mainly due to two things; the 450 ossification centres (Ross & Abel, 2011) that are present in the juvenile skeleton and the lower osteoid density of the juvenile bones themselves (The Royal Children's Hospital Melbourne, 2015). As age increases the ossification centres ossify and fuse to form the bones that make up the adult skeleton. The distal ossification develops into the distal epiphysis, however the proximal ossification which ultimately becomes the proximal epiphysis is not apparent until a few months after birth (Li, et al., 2015). The osteoid density of bones also increases with age, as the percentage of area occupied by the Haversian canals decreases, reducing porosity and hence increasing strength. 
These factors have to be taken into consideration when carrying out the finite element modelling. Most of our scans have a clear distal ossification centre, however the proximal ossification centre will not be visible on most of the younger cases until about 6 months old, and hence has to be approximated.  The difference in the bone shaft and growth plates can be seen in figure 2 below: 

Figure 2: Comparison of the anatomical difference of the adult and child femur. The right picture highlights the growth plates of the juvenile femur. 
The information below discusses the morphological development of the femur, as this is where the focus has been at the beginning stages of this project. The development of juvenile femurs is a staggered process which is not completed until around 16-20 years of age. The table below outlines this development for children up to age five years, as this is the cohort which we are currently interested in:
Table 4: Summary of femur development in children from birth to 5 years of age (Scheuer & Black, 2000).
Age	Femur development
Birth (40 weeks)	Bone shaft and distal epiphysis apparent.
1 year	Secondary centre for femoral head appears
2-5 years	Secondary centre for greater trochanter appears.
3-4 years 	Proximal epiphysis hemispherical and recognizable.
3-5 years	Distal epiphysis takes characteristic shape.

Figure 3 below outlines these detailed different anatomical parts of the femur:


Figure 3: Anatomical Landmarks of the femur (ehealth, 2015) 
As the development of the femur is such a staggered process, the mechanical properties will also change depending on the developmental stage. In terms of this project, we are only currently interested in those aged 0-3 years, as these children aren’t capable of narrating the series of events leading to the injury. With this in mind, it is the development of the proximal epiphysis and the secondary centres for the femoral and greater trochanter which, in conjunction with the degree of mineralisation and the femoral shaft itself, which will have an effect upon the mechanical properties of the femoral data. 
When calculating the bone length, there is an element of informed judgment which has to be used on those cases where the proximal ossification centre isn’t present. As the bone length is approximated, this could cause problems, with the resulting force to failure results of the models as they will not be entirely accurate. This estimation of bone length could also have an effect upon the results when the models are scaled up/down depending on the given age of a child being investigated; i.e. when trying to predict how/where an injury would occur from a given narrative using our models, the place of fracture could potentially be misjudged as the given loading conditions would be applied to a bone of a slightly different length to that of the actual subject. Further, more detailed, research into the scaling up and down of the models could be carried out, as there is a collection of juvenile bones in Dundee, the Scheuer Collection (University of Dundee, 2015), which could be used for anatomical referencing.
However by calculating the bone length in the same way, on all models, the difference will not only be minimal but also consistent across all models, so will not have an effect upon trends shown by the resulting force to failure values. 
Through research of previous literature, the main difference between adult and child bones has been highlighted. Juvenile bones have different mechanical properties and morphology resulting in a lower mineralization content, hence a lower degree of stiffness, resulting in a higher degree of elasticity (Ogle, et al., 1995) to their adult counterparts. However, this increase in elasticity means that in relation to adult bones, paediatric bones can absorb more energy before a fracture occurs; i.e. it takes a higher energy yield to cause a permanent deformation (Currey & Butler, 1975; Hirsch & Evans, 1965). These differences mean those current models available to predict fracture mechanism in adults can’t be applied directly to that of children; the difference in the bone material properties has to be taken into consideration. This is done by estimating the bone material properties of the individual subjects from the CT scans. The CT scans are calibrated using the European Spine phantom and the Young’s modulus estimated through a series of relationships regarding the gray scale values, CT density, apparent bone density and ash density (Morgan, et al., 2003; Schileo, et al., 2008a; Schileo, et al., 2008b; Taddei, et al., 2004; Zannoni, et al., 1998). More information and discussion regarding this can be seen in the materials and methods section, section 3.
A local reference system was created to take into account the anatomical features that readily existed on juvenile bones, as the reference system used for the adult bones can’t be used, due to the anatomical differences between and adult and child femurs; this is again discussed in further detail in the materials and methods section, section 3. 
To sum up, there are some anatomical differences between adult and children’s femurs due to growth and development. These differences will affect the mechanical properties of the bone and therefore adult and juvenile bones cannot be considered identical. In this study, method for creation of adult long bone models will be adapted for that of juveniles. Further details are discussed in section 2.2 below.

2.2 Previous computational models.
The finite element method for modelling adult long bones, as described by Schileo et al., in the paper “Subject-specific finite element models implementing a maximum principal strain criterion are able to estimate failure risk and fracture location on human femurs tested in vitro” (Schileo, et al., 2008b), is well-established and validated (Zannoni, et al., 1998; Taddei, et al., 2004; Schileo, et al., 2008a; Schileo, et al., 2008b). Finite element models are created, by using CT images to create 3D models that are a close approximation of the real bone. These studies established and validated a semi-automated approach to do this for adult bones, by relating a linear relationship between the grayscale value and the CT density and in turn estimate the Young’s Modulus. In depth information regarding this can be seen in the methods section equations 24 – 27. This calibration results in models, with each mesh element containing accurate information regarding the material properties derived from bone tissue density at that specific element location (Zannoni, et al., 1998). This in turn, results in models containing accurate information regarding both the bone morphology and the tissue density.
However, in contrast mechanical data on children is very scarce (Li, et al., 2015), mainly due to ethical and cultural issues. There are only eleven studies which have been carried out on juvenile bones, all of which focus mainly on the mechanical properties of just the cortical bones and all except one, are over 20 years old. The table below outlines these studies with regards to the year they were carried out and the child’s ages being reviewed. 
Table 5: Previous studies carried out on the mechanical properties of juvenile bones. 
Author	Age of subject studied (years)	Bone type studied	Bone of interest
(Hirsch & Evans, 1965)	0-14	Cortical	Femur
(Weaver, 1966)	2-87	Cortical	Fibula, tibia, ulna, ilium
(Vinz, 1969) (Vinz, 1970) (Vinz, 1972)	0-85	Cortical	Femur
(Yamanda, 1970)	10-79	Cortical	Femur
(Currey & Butler, 1975)	2-14	Cortical	Femur
(Currey & Pond, 1989)	3-5	Cortical	Femur
(Currey, et al., 1996)	4-82	Cortical	Femur
(Ohman, et al., 2011)	4-15	Cortical	Femur, tibia

The study by Ohman et al. (2011) showed a strong correlation between Young’s modulus and ash density (R2 = 86-91%). These findings were in agreement with Currey et al. (1996)’s study where a high correlation between age and ash density (R2 = 74%) was found. Ohman et al.’s study, which found that the difference in mechanical strength between paediatric and adult bones is correlated to ash density, suggested that methods used for modelling adult bones could be adapted to model juvenile bones. 
Therefore, the well-established approach of modelling adult bones (Zannoni, et al., 1998; Schileo, et al., 2008a; Schileo, et al., 2008b; Taddei, et al., 2004) was applied to paediatric bones in this project. However, changes have to be made to the models because both the material properties and anatomy of pre-adolescent bone, which could affect the basic biomechanics (Pierce, et al., 2004), are different to those of adults. Intrinsic factors, the material properties and bone structure, and the extrinsic factors, such as loading force (type, direction, location and magnitude) have to be considered in the biomechanical models.























Ethical consent was acquired prior to scanning of the subjects at the Sheffield Children’s Hospital. The local research ethics committee approved this study and the study was registered with the local Research and Development Department, study registration number CA11024 (Li, et al., 2015).
A previous preliminary project was carried out in 2015 (Li, et al., 2015), which focused on the investigation of the biophysics of the right femur in 15 children aged 0-3 years old. It was concluded that the structural and mechanical properties of paediatric femurs can be captured using the CT modelling approach (Li, et al., 2015). The current project is an extension of Li et al’s work, and carried out segmentation/mesh generation on 20 further cases from the datasets, as well as carrying out four-point bending on these cases. Five of these further cases could not be completed due to early pre-processing problems, such as incomplete CT scans, which left a total of 15 new cases. These results have then been compiled together, to create the full dataset of 30, so that further analysis on the results as a whole can be carried out. By having a bigger data set it will enrich the biomechanical information derived previously. The methods discussed below are based on those specifically carried out for the 30 resulting femur models and four-point bending simulation; four – point bending is used as it allows for uniform distribution between the two loading nodes. 
As already discussed, the basic method behind the idea for both the primary project and this current project is based upon the well-established finite element analysis approach used for adult femurs (Schileo, et al., 2008a; Schileo, et al., 2008b). This approach for adults has been well validated in terms of in vitro experiments, with regards to investigating the fracture mechanisms of the femur under various loading conditions (Schileo, et al., 2007; Cristofolini, et al., 2010; Grassi, et al., 2012); the ideas and methods behind this approach will be applied to that of juvenile bones. The main difference between adult and juvenile models, being the landmarks available and the resulting reference system; this is explained further within the methods section below. 
In order to carry out finite element analysis of juvenile bones, we assume that the bone is a continuum. It is isotropic and homogeneous. Firstly, bone on the tissue level is a porous material (Burr & Allen, 2014; Martin, et al., 2015), however on the organ scale which we are studying, bone can be considered to be a continuum and can therefore by making this assumption, be modelled as such (Harrigan, et al., 1988; Bartel, et al., 2006; Martin, et al., 2015). Bone is globally anisotropic, however locally it is isotropic (Bartel, et al., 2006), which means as we are only interested in the mineralised sections of the bone we can model it as such, i.e. the bone has identical properties in all directions. In succession we are modelling the bone as a homogeneous material as the variations in the microstructure resulting in heterogeneity won’t affect the models at the scale of representation. 

3.1 Theories of Finite Elasticity.
Finite element analysis (FEA), is a numerical method to find approximate solutions, with high accuracy, to engineering problems related to living organisms and inert objects. It was first used in the 1950s and has since become a prominent part of engineering and mechanical research (Morgan & Bouxsein, 2005); it is the most common method of solving solid mechanics (Viceconti, 2011). It is a computational method to obtain information concerning the response of a physical system, when it is subjected to certain loading conditions or factors, such as material properties and geometric properties by computational methods (Szabo & Babuska, 1991). 







Figure 4: Schematic illustration of a finite element model, depicting the discretization of the object into a collection of elements and nodes, along with the associated boundary conditions; these are indicated by the triangles at the bottom of the diagram (Morgan & Bouxsein, 2005).
When a force (F) is applied to the model, deformation of the elements, and hence nodes, occurs in response; by computing this displacement, the resulting strain that has occurred throughout the model can be calculated.  
This displacement depends on two other necessary additional types of information (Morgan & Bouxsein, 2005):
1.	The boundary conditions: so the applied loads/displacements.
2.	The material properties of the model in question: the Young’s Modulus (Modulus of elasticity) and Poisson’s ratio for each element.
The computer program analysis takes into account the object’s geometry, the boundary conditions, mechanical properties and the applied load, to generate a resulting matrix equation for each element, which are then collated, resulting in a global matrix equation for the structure in question. This is then solved for displacements and the resulting values are in turn used to compute the stress and strain distribution for the entire model. 
To do this, the governing equations and physical laws of each element are transformed into algebraic equations which are solved numerically. 
These governing equations are formulated by partial differential equations (Viceconti, 2011):
 										 (1)
Where  is the displacement and ∏ is the total potential energy of the body, which is defined as (Viceconti, 2011):
 							(2)
where  is the volume,   is the external surfaces,  is the elastic constant,  is the gravitational pull and  is the strain energy density function.  The first integral is the volumetric integral of the strain energy density, the second is the work of the volume forces and the third is the work of the surface forces. 
Equation 2 is written in the functional form, this can be rewritten in the variational form below (Viceconti, 2011):
						(3)
If all forces acting upon the body in question are conservatives, we can express the displacement vector field that minimizes Equation 3, where the external actions subjected upon the body are donated as volume actions () and the surface actions () (Viceconti, 2011):
 									(4)
The theory of elasticity as governed by Hooke’s law, tells us that for strain energy density, the following applies (Viceconti, 2011):
 											(5)
where  is the stress tensor, and  is the Cauchy strain tensor ( = 1..3 and  = 1…3). Putting these equations together give the following (Viceconti, 2011):
 					(6)
where  is volume actions and  is surface actions. This has reduced the numerical solution of elasticity, to this variational form; in order to solve this, the displacement vector field which minimizes this form is found in a numerical solution.
To carry this out mathematically, it is best to transform all key quantities into vector form, where  is the volume forces, which the body in question is subjected too,  is the surface forces and  is a system of concentrated forces (Viceconti, 2011).
 						(7)
Each point of the body’s displacement with respect to the original, undeformed, configuration is described as (Viceconti, 2011):
 										(8)
As we are dealing with bone deformation and displacement, we have assumed that they are small, hence the following applies in terms of mathematical equations; small deformation theory assumes that the first derivatives of displacement are so small that the squares and products of the derivatives, compared to the linear terms, are negligible (Khennane, 2013).
Stresses and strains are interrelated, through constitutive equations, which describe the macroscopic behaviour resulting from the internal constitution of the material itself (Khennane, 2013); it is not one but several equations which make up this explanation as materials exhibit a range of behaviours over their whole body deformation. When a three-dimensional shape is subjected to an external force, and is at the same time constrained, internal forces result such that, every point in the loaded structure has three mutually perpendicular principal strain/stress directions (Martin, et al., 2015); the 1st principal strain being the most extreme value of the normal strain possible in the material.  The stresses can be written and the reduced strain tensor  in its diagonal form is shown below (Khennane, 2013):
 									(9)

where  are the principal strains and roots of the characteristic equation of the tensor (Khennane, 2013):
  								(10)
where 




However by taking the moments about the axis passing through the origin, only 6 independent components result. Therefore the infinitesimal or small strain tensor can be written in index form, with displacement vector,, which is assumed to be continuous functions of the coordinates ,, where t = time, so , =   (Khennane, 2013; Viceconti, 2011): 
 									(14)
 And the resulting small strain tensor is written in vector form as shown below (Viceconti, 2011):
 								(15)
where     ;    ;       
and  ; 
The small stress tensor can also be written as a vector as shown below (Viceconti, 2011):
 								     (16)
Where  = normal stress and  = shear stress. 
By combining equations 15 and 16, Hooke’s law of elasticity can be rewritten as (Viceconti, 2011):
  .   										     (17)
Where  is the 6 x 6 elasticity matrix and  is the strain tensor. As we are dealing with an isotropic material we can express the 9 non-null elements as a function of Young’s modulus () and Poisson’s ration () (Viceconti, 2011):
 							     (18)
      								     (19)
 								     (20)
where   (A Lamѐ constant: material dependent quantity) 
The primary characteristics of the finite element model are contained by the stiffness matrix, as it represents the system of linear equations, which themselves, in turn, contain the geometric and material behaviour information, which signifies the elements’ resulting deformation when a load is applied; its inherent properties.  These linear equations are solved in order to obtain an approximate solution to the differential equation.  
When a computational problem is static, i.e. the body in question is constrained, an equilibrium equation as shown below, is solved for (Viceconti, 2011):
    									  	   (21)
where  is the stiffness matrix and   is the displacement and  is the global forces’ resultant. This is the most important equation of finite element modelling as it relates the nodal displacement vector and the resulting forces; it is the equation which is solved for numerically. These equations combined are used to approximate the nodal displacement and in turn approximate the displacements, stress and strains at every point in the body (Viceconti, 2011). 
This degree of approximation depends up on the size of the elements making up the body, as the stiffness matrix approximates the true body stiffness as the element number tends to infinity and hence the element size tends to zero (Viceconti, 2011). Furthermore, the smaller the elements the higher the chance of an accurate interpolation of the spatial gradients of displacement, stress and strain over the element volume by the finite-order polynomials. This is why convergence analysis is important as you ideally want the smallest elements possible whilst keeping computing time at a reasonable length. We use the Gaussian quadrature method in Ansys to solve for these equations as it gives a high accuracy to low computing effort ratio. 
We also assume linear elastic deformation in the simulation (Cowen, 2013; Burr & Allen, 2014); the theory of small deformation states that for deformations that are so small, that they are smaller than the dimensions of the body itself, the geometry and the resulting properties of that body can be assumed to be unchanged in the process of deformation (Slaughter, 2002). 

3.2 Generation of the finite element models
This stage of the project involves using basic CT images which have been previously obtained from the Sheffield Children’s Hospital and using them to create finite element models. 
Post mortem CT scans were collected at the Sheffield Children’s Hospital. The data set currently consists of 35 whole body CT scans from a GE Lightspeed 64-slice CT scanner, with an image resolution of 0.625 x 0.625 x 0.625 mm3. However there were issues with some aspects of the CT data for 5 of the 35, as they didn’t contain full CT images of the limbs of interest, which has therefore prevented an accurate pre-processing. This has left 15 male and 15 female under the age of 3.  The age of all the data sets were corrected for prematurity, with 40 weeks counted as full term, and then rounded to the nearest age in weeks; i.e. 11days = 2 weeks or 3 months = 12 weeks. All data was anonymized for the purpose of this study.   
3.2.1 Image segmentation





Figure 5: Segmented image shown in red of the right femur of a 9 week old male, overlapped with the original CT scan.
The segmentation was saved as a VTK file and the mesh exported as a STl file. The distal ossification centre was segmented separately; the same occurred with the proximal ossification centre if it was visble. 
3.2.2 Estimation of femur and segmented shaft length 
LHP-builder was used to create a reference coordinate system as the conventional coordinate system in adults cannot be used due to the lack of proximal epiphyses (Wu, et al., 2002). The VTK file of the segmentation and the original CT scan were read in and checked that the segmentation lined up with the original scan. The femur length was then estimated by creating reference points, or landmarks, at both the proximal and distal ossification centres and estimating the length between the two. These coordinates were exported and saved as they are used at a later stage in the Matlab code when determining the force to failure.
The distal ossification centre is present at birth and therefore easy to identify. However, as the proximal ossification centre does not appear until later, this is approximated using the bony boundaries; namely the proximal femur and the acetabulum, this can be seen below: 
  

Figure 6: Adapted diagram showing the bony boundaries of a 14 week old subject, with relation to the bone shaft in the sagittal view, and a computerised diagram of the fully formed bones in the frontal plane for comparison. The red dot indicates the estimated proximal ossification centre which is the midpoint between the acetabulum and the bone shaft (Back & Body Medical, 2015) (Li, et al., 2015). 
To estimate the length of the femoral shaft, containing the mineralised bone, the previous landmarks of the distal ossification centre and the proximal ossification centre were used to estimate 75% and 25% of the total length, respectively. A cross-sectional plane was placed at each of these points. Four landmarks were placed in this plane to represent the extremity in the medial, lateral, anteriorly and posterior directions. A line joined between the respective pairs, the medial and lateral landmarks and the anterior and posterior landmarks, was added, in order to locate the centroid of each plane. This process was repeated for both the 25% plane and the 75% plane; the distance between the two centroids is the length of the bone segment that will be used to carry out the bending simulation, being referred to as the diaphyseal length. The picture below illustrates this:

Figure 7: Diagram showing the different landmarks applied to the models in order to calculate the length of the mineralised femoral shaft. 
3.2.3 Mesh Generation
Ansys ICEM and Ansys ADPL are used to create the finite element mesh. The STL geometry files were imported into Ansys ICEM, where the maximum global element size was defined to be proportional to the femoral length, based on the convergence analysis (Li, et al., 2015), and a mesh made up of triangular elements created using the software. The mesh was then imported into Ansys ADPL in order to create a 10-node tetrahedral mesh. This file was saved as an IGES and CDB file. The number of nodes of the finite element meshes used in this study ranged between 369871 and 809066. The preliminary study (Li, et al., 2015) carried out mesh convergence analysis on femurs of various lengths due to the continuous change in bone size with child age. In future projects, convergence studies should, potentially, be carried out on all bone sizes, as the convergence could be widely different for all bone lengths.  This should be investigated before future work is carried out. 
3.2.4 Mechanical property/ Young’s modulus estimation.
The mechanical properties, (or Young’s Modulus), of the bone is estimated from the grayscale of the CT images using BONEMAT3 (Schileo, et al., 2008a) in the LHP Builder. The configuration file was adapted depending on the X-ray tube current setting used; 60mA or 100mA. The corresponding equations for the two different currents are as follows:
60mA: y = 0.7035x - 11.85								(22)
100mA: y = 0.7079x - 12.223							(23)
This results in a finite element mesh of the femur containing personalized mechanical properties, as each element of the mesh contains the averaged Young’s Modulus from the surrounding pixels of the original CT scan (Li, et al., 2015; Schileo, et al., 2008a).
The European Spine Phantom calibrates the CT scans, and a linear relationship relates the gray scale value (gray) and the CT density ):
    						(24)
The apparent bone density is then estimated based on the following equation which relates CT density to ash density  derived from the investigations of finite element analysis for adult bones (Schileo, et al., 2008a):
 + 0.07895       							(25)
									(26)
Young’s Modulus  is estimated based on the relationship proposed in 2003 (Morgan, et al., 2003) between bone density and ash density:
    							(27)
The resulting mesh was exported as an Ansys input file to Ansys ADPL for mechanical simulation. 
3.2.5 Definition of local reference system
As explained earlier, a local reference system needs to be created for the paediatric bone in order to accommodate for their unique anatomy. A previous preliminary study carried out in early 2015 (Li, et al., 2015), concluded that the proximal and distal ossification centres were the most reliable landmarks. The same points are used again in this study. The middle point between the distal and proximal ossifications centres is defined as the origin of the reference system. The x direction points from the origin vertically to the distal ossification centre. The y direction points from the origin medially to the proximal ossification centre. The z direction is perpendicular to the x-y plane (see Figure 8).
 
Figure 8: Local reference system for modelling as shown above for a 9 week old male subject.
3.2.6 Definition of boundary conditions and mechanical simulation 
Four point bending was applied to the femoral model. For the four point bending simulation, boundary constraints were applied, to mimic the experimental setting of four-point bending, by isolating the middle section (mineralised region) of the femoral shaft, which represents 50% of the total length. The lowest nodes in the y direction at the ends of the shaft were assumed as the support points. In conjunction the nodes at the ends of the shaft were constrained so that there was partial translation permitted in the x, y and z directions; forces of equal magnitude were applied across the shaft section. In order to obtain a range of loading orientations, the femur was rotated every 10 degrees around the shaft and the simulation repeated. For each orientation, the maximum first and third principal strains were analysed. Figures 9 and 10 below, show the region of interest and indicate both the boundary constraints applied to the models and the forces applied during 4 point bending simulations. 


Figure 9: Region of interest (ROI), of the bone model, as illustrated on a 9 week old male subject.

Figure 10: Boundary constraints applied to the femur in 4 point bending simulations.








Table 6: Results for the current dataset.  (Note: SUDS = sudden unexpected death in infancy, SIDS = sudden infant death syndrome, Corrected Age = age corrected for prematurity at birth, 40 weeks classified as full term.)




4	1a Sepsis 1b: necrotising enterocolitis	1	F	3265	56	8.67	250	4.445	8.72	7.93
 5	Early sudden neonatal collapse leading to Hypoxic ischaemic encephalopathy	1	F	3585	57	8.5	180	4.179	7.38	7.12
6	Unascertained	2	F	2248	47	7.74	120	3.978	5.49	5.65
7	Hypoplastic left heart syndrome	2	F	4005	59.5	8.46	270	4.604	8.29	7.69
8	Persistent hypertension of the newborn	2	M	3655	55	8.05	250	4.277	7.99	7.34
9	Unascertained	3	M	3240	53	8.53	160	4.31	6.74	7.07
10	Superior sagittal sinus haemorrhage Aplasia cutis congenita	4	F	2830	53	8.44	110	4.463	5.73	5.91
11	S Aureus sepsis	4	F	4185	59	8.75	170	4.552	6.92	6.68
12	Unascertained	7	M	4400	55	9.05	240	4.827	8.16	8.42














27	Sudden Infant death in Childhood	48	M	12980	82.6	15.26	600	7.482	12.78	11.93
28	Sudden death in childhood	48	M	10940	79	15.17	420	7.479	11.29	12.14
29	Inhalation of products of combustion	96	F	13130	92	18.45	670	9.211	13.57	13.68




Below I will address each stage of the results obtained in the same order as the described in the methods section. Of the current data set containing 30 whole body CT scans, there are 15 male subjects and 15 female subjects, ranging in age from 0 -3 years, (0-144weeks).  As expected with developing juveniles, the anatomy and size of the femur bones changed as the age increased. This finding is in line with the data quoted by Scheuer and Black, with regards to average femur lengths of children aged 2 months-18 years (Scheuer & Black, 2000).


Figure 11: Graph showing femur and diaphyseal length with regards to the subject’s age. Purple brackets indicate the one, two and three year old subjects. 








Figure 13: Graph showing femur length with respect to the subject’s height.
Both of these graphs show a generalised trend; the femur length increases with the height and weight of the subjects. Figure 12 shows a potential outlier, indicated by the red circle. Case number 27, shows a subject with a weight of 12980g but only a femur length of 15.26cm. Looking at the other results you would expect this to be higher; however given that we have only four subjects with a weight value higher than 8000g and the information that we have, we can provide no definitive reason for this lower value. Therefore it cannot be said for certain that this value is an anomaly. Further histological and medical studies would have to be carried out in order to find such an explanation and more subjects in this weight range studied.
Below is a sample of 7 of the subjects showing the change in the anatomy from 0 weeks to 3 years, in terms of the shape of the femur bones, in both the CT scan and resulting segmentation: 

Figure 14: CT scan and segmentation comparison (not to scale).
Figure 14 shows the change in anatomy of the femur as age increases from birth up to 3 years of age. By quantifying the scans and resulting meshes it was found that the geometry and certain aspects of the bones develop with age, such as the proximal ossification centre and the bone shaft itself in terms of size. 
As previously described, a local reference system was created based on the bony boundaries, to compensate for the changes in the ossification centres with age. The picture below shows the difference in distal and proximal ossification centres as age increases:


Figure 15: Difference in ossification centres visible with age increase. 
A cross section of the Young’s modulus in the cortical bone is illustrated below. The value of the Young’s modulus ranged from 200 to 20000 MPa, where cortical bone is shown in red and the less mineralised bone and bone marrow are shown in blue.

Figure 16: An example of the resulting young’s modulus that is present in the bone shaft of a 12 day old subject. 
The distribution of the elastic (Young’s) Modulus in the femurs across the age range is illustrated in figure 17. Young’s Modulus becomes differentiated across the bone shaft with age; the development of stiff cortical bone at the periphery of the diaphysis is reflected, while the bone marrow cavity takes place in the middle. It has been shown that normal biomechanical and anatomical differentiation are interdependent (Li, et al., 2015).

Figure 17: Sagittal view of the Young’s modulus in a selection of subjects, to show differentiation with an increase in age (not to scale).
The comparison of the Young’s Modulus across the bone shaft as age increases showed that it becomes more differentiated. This is in agreement with the findings of the preliminary study (Li, et al., 2015) which showed that bone density becomes more differentiated across the bone shaft as age increases. These reflect the development of stiff cortical bone at the periphery of the diaphysis while the bone marrow cavity takes place in the middle. From this it can be concluded that the biomechanical and anatomical differentiation of the femoral bones are interdependent of each other. 

3.1 Bending 
The resulting force to failure values for all the data sets, in age order, as dictated from the created FEA models, can be seen in table 6.
Figure 18 shows the force to failure results from all subjects with respect to their age as predicted from the FE models. The resulting link between age and the force needed to “fracture” the bones will help with filling in the age gaps in the data. Specifically the gaps present between 6 months and 1 year, 2 years and 3 years old; however this is a small data set so more samples are needed. The previously mentioned Scheuer collection (University of Dundee, 2015) could help fill in the age gaps with regards to the anatomical measurements. To give an idea when viewing the results, 200 Newtons = approximately a crate (20kg) and 1000 Newtons = approximately equivalent to a large man (100kg) falling on the limb.


Figure 18: Subject age verses the force to cause the bone to “fracture”.
The graph above, figure 18, shows that the force to failure increases with age. The relationship appears to be linear. However, due to the small number of cases, it is difficult to confirm. An obvious outlier is case number 26, highlighted by the blue circle, a subject aged at 40 weeks, with a slightly lower force compared to others in similar age range. This subject had a lower percentile value in both weight (9th Percentile) and height (2nd percentile). This indicates that the subject is slow in overall growth and development, which is likely to contribute to the lower predicted force. 
As one would notice, figure 18 shows a lot of individuals aged between 0 and 16 weeks. This area is therefore zoomed in below to show the data distribution. Figure 19 appears to show a form of biomodal distribution, however the pattern could also be due to random variation. Further investigation is required in order to determine if there is indeed a pattern.

Figure 19: Zoomed in force to “failure” graph (aged 0 -16 weeks).
Similar plots are generated for force to failure versus weight and height (Figures 20 and 21). Both figures show a positive relationship. This is expected, as one would assume that the weight and height increase proportionally to age and skeleton maturity.

Figure 20: Subject force to failure versus weight.

Figure 21: Subject force to failure versus height.
Figures 22 and 23 show the Anterior-Posterior (AP) diameter and the Medial-lateral (ML) diameter, respectively, at the mid shaft versus age. Both figures show that the AP and ML diameters at the mid-shaft increase with age. There is one potential outlier, case 26, again highlighted by the blue circle. As discussed before, this subject also has a lower force to failure, lower weight and lower height. The lower AP and ML values confirm a delayed growth and development, as suggested before.
 
Figure 22: Anterior-Posterior diameter at the mid shaft verses subject age.

Figure 23: Medial-lateral diameter at the mid shaft verses subject age.

Figure 24: Anterior-Posterior diameter minus Medial-lateral diameter, divided by the Medial-Lateral diameter as a percentage ratio in the mid-shaft, against the age for all subjects. 
The mid femoral shaft diameters shown as a percentage ratio with regards to the medial lateral diameter versus age are shown in Figure 24. These results don’t show a strong positive or negative trend with regards to age and as such no specific conclusion can be drawn.
5.	Discussion

The well-established CT based computational framework, used in adults, was adapted here, by creating an appropriate reference system, to create a further 15 personalised femoral models, and to carry out further analysis of all 30 cases, to build upon the work carried out by Li, et al., (Li, et al., 2015). The geometry (including the changes in morphology with age) and material properties of the individual subjects were successfully captured by the models.

The analysis of the results, found that the force to “fracture” under bending increased with age; with an average value of 160 N at zero weeks of age to 1040 N at 3 years/144 weeks of age. However after further analysis of the results, it can be easily seen that age isn’t a sole indicator for development. Some older subjects had a lower force to failure value than their younger counterparts; for example case number 12, aged at 7 weeks has a predicted force to failure of 240 N but case number 13, aged at 8 weeks has a predicted force to failure of 150 N. It is suggested that age is not the sole determinant for bone development. Other factors affect skeletal development. These include rate of development, prematurity, vitamin D deficiency, medical history, ethnic origin etc (Office of the Surgeon General (US), 2004). 
The information that we currently have access to means we can look at these cases with regards to age, height and weight. By studying this information it can be seen that weight and height are both a factor, for example both cases 21 and 22 are both age 14 weeks, however one has a weight and height of 6505g/62cm respectively and the other has a weight and height of 4525g/60cm respectively. Case 21, has the higher values in terms of these demographical parameters and force to failure value. The value of the femur length and AP and ML diameters at the midshaft are also higher for case 21. This therefore supplies a sound explanation as to why although both cases are the same age, the force to failure values differ. This information tells us that although age is a good indicator when it comes to the force to failure of long bones in juveniles, the height and weight of the individuals, affects the femur length and AP/ML diameter and hence in turn, force to failure value. However as the model is currently set up, age, weight and height are cofounding factors, so although we can compare the given data, we can’t tear these factors apart into their individual entities with regards to force to failure results. Therefore if a full modelling frame work is set up in the future, a better way to analyse the data could be to look at the moment rather than the force.
Physical activity of the child and its physical stage of development, crawling/walking, may also play a role in the bone development of the femur (Cardadeiro, et al., 2012; McKay & Smith, 2008; Wallace, et al., 2013). More background research of the subjects in question needs to be done to establish, if in fact, the unexpected results are due to other factors, and if so, is there a correlation between the two, i.e. is the difference due to normal human variation development, or are the results actually outliers, which would mean they should not be included in the analysis of the results as a whole. 
There are currently only 30 subjects in the datasets, with most of the subjects in the age range of 0 – 16 weeks, therefore it is hoped that this on-going post-mortem study will collect more data over time in order to fill in the major age gap between 16 weeks and 3 years where we only have 6 subjects. This will help to support our findings. However the results that we do have to date, suggest that there is a correlation between the bone’s geometry, mechanical properties and the force to failure of the bone; i.e. we know that the force to failure values will be affected by bone geometries and mechanical properties, and the geometry of the bones change with age. However, there seems to be a large amount of variation in terms of the rate of development among children in early years. Hence, age may not be representative of bone maturity and mechanical strength. This may pose further challenges when we try to apply this tool to child abuse, as we need to use additional information other than age. This could be a percentile of height and weight, or some measure of gross motility through a questionnaire, for example.
These findings provide unique information that will be essential in estimating the compatibility of observed fractures with the description of the accident, where abuse is suspected.
There are however limitations to the project. The main limitation relating to the fact that the bone modulus of elasticity is estimated from CT scans based upon recent findings (Ohman 2011), which concluded that the difference in mechanical strength between paediatric and adult bones is correlated to ash density. However the youngest subject in the 2011 study (Ohman, et al., 2011) is 4 years old and the oldest subject in this study is 3 years old. The other study which drew similar conclusions and hence used as evidence in order to accept the relationship between bone strength and ash density, was carried out in 1996 (Currey, et al., 1996). Therefore we need to treat these findings with caution and consequently more research needs to be done in order to fully investigate the CT to bone density relationship in juvenile bones. 
Another limitation of the project is that changes of bone at tissue level are not considered. The degree of mineralization, bone matrix structure and collagen composition all impact the biomechanical properties and hence the yield strength of the subject (Bartel, et al., 2006). Soft tissue or the non-mineralised region of the bone is not represented by the models. This tissue type makes up a large percentage, of the paediatric long bones but its effect upon the strength, and hence force to failure of the bones, is not taken into account. This could be further investigated in the future by including the cartilage region by, for example, using MRI scans in conjunction with CT scans, and including both structures in the finite element model.
The other major limitation of the project is that the bone in question, the femur, is treated as an isolated bone; when in fact in vivo it is not. The femur, acts as an anchor and attachment for many muscles and ligaments (Drake, et al., 2005); it is a small part of a much greater structure. The surrounding soft tissues will have an effect on the boundary constraints and they will also absorb a small amount of the energy that hits this bone, these factors were not considered within our models, and as such are two elements which would need to be examined in the future. This effect of the surrounding soft tissues, could be investigated in the future, by considering the appropriate boundary conditions applied to the model in order to capture the soft tissue effect.
The four point bending simulation, applied to the models, is idealised; it is applied in a precise direction. However real life is not ideal. Falls and injuries occur in a mismatch way so the force applied in these physical occurrences will not be as exact and idealised as the models in the project. However, on the other hand, the four point bending simulation could correspond to the scenario of a sharp object hitting the bone from the side; so therefore does have real life implications. Again this is something that would have to be investigated further, should the models be successful in this ideal environment, more information regarding how they could be adapted to a wider representation of in vivo would have to be carried out, and hence the models adapted accordingly. 
Four point bending only represents one force mechanism; compression of a bone and torsion or a rotational injury, also need to be modelled in order to address a full range of potential child abuse cases. In some cases the injury could also be the result of more than one mechanism. By looking at these other fracture mechanisms, and combination mechanisms, a wider, more true to life representation of child abuse injuries could be represented. 






6.	Conclusions and future work

In conclusion, this study showed that CT-based finite element modelling can be used to capture personalized geometry and mechanical properties of long bones for very young children. All of the information above, with regard to the mathematics behind the modelling and the assumptions that have been made, have successfully been used to create paediatric bone models of the femur, from CT images. Finite element analysis can provide quantitative information to assist the diagnosis of accidental injury and physical abuse in the long term. In the short term, this project is the starting point to create a preliminary modelling framework for juvenile long bones. This work needs to be extended to other long bones in order to secure better validation and establish a concrete framework for finite element analysis for personalised modelling of paediatric long bones. This will help to predict the fracture mechanism/failure loads of juvenile bones under specific conditions, and hence, potentially help to improve the diagnostic procedure. 
The current methods also need to be adapted in order to run compression and torsion simulations on the femur models, as well as running all three types of mechanical simulations on other long bones, such as the tibia and the radius. This will result in a variety of models to be applied to the model verification stage and thus, combined, will result in an in-depth and rigorous analysis and tool. This can then be used to help investigate accidental versus non-accidental injuries and predicted risk of fracture in a clinical setting. 
There is the potential to use this work as a basis for other applications:
•	To build towards the creation of a virtual child model and provide quantitative information on growth and development from a very young age, where there is scarce information in the literature.
•	Research into heterogeneous material properties, bone-cartilage interactions.
•	To be used to study various childhood bone pathologies such as osteogenesis imperfecta.
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Appendix 1: Additional injury data

There are some additional data collected at the Sheffield Children’s Hospital Accident and Emergency department by a BSC medical student. An example of the data collected can be seen in the table below:




Ethnicity	Surface Injury occurred on 
Weight (kg)	Material of clothes worn when injury occurred
Height (m)	Location of impact
BMI	Body position before injury
BMI centile	Body position after injury
Pubertal score	Speed of injury
Length of Injured Limb	Direction of accident
Size of Injured area if applicable	Lifestyle

































Proximal Ossification centre (estimated as described above, as subject is only 9 weeks old.)

Distal Ossification centre

XC

YC

1 year old

2 years old

3 years old

Young’s modulus (MPa)
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